Lichen nitidus, first described by Pinkus in 1907, is a rare skin disease of unknown aetiology [1, 2] . It is clinically characterized by the presence of multiple discrete papules that are tiny, shiny, and of varied colours. Most commonly, the lesions are localized on the neck, trunk, forearms, abdomen and the genitalia. However, infrequently cases with generalized skin involvement have been reported, mostly affecting children. Herein, we present a generalized form of lichen nitidus in a middle-aged woman, which has been successfully treated with acitretin.
A 34-year-old woman was referred to the outpatient clinic of the Department of Dermatology due to the skin lesions, which have been observed for 2 years. Dermatological examination revealed thousand of shiny, polygonal, 1-2 mm sized papules located on the trunk, upper and lower limbs including palms (Figures 1 A-C) . The papules did not show any tendency to coalesce (Figure 1 C) . The face, neck, soles, and the genitalia were not affected. In the oral cavity, there were signs of whitening of the mucosa. Onychorrhexis was observed within the nails. The patient did not suffer from any concomitant disease. She did not use any drugs. Two skin biopsy samples from the thumb and trunk were taken for histopathological examination in order to confirm the clinical diagnosis (H + E) ( Figure 2 ).
Topical treatment with mild potent glucocorticosteroids was initiated, but they proved to be ineffective. For this reason, a systemic treatment with methylprednisolone at an initial dose of 16 mg/day was introduced. A significant improvement after 2 months of therapy was observed, however the symptoms recurred while tapering the dose. As soon as histopathological confirmation of lichen nitidus in our department was made, acitretin at an initial dose of 50 mg/day was administered with good tolerance. The reduction of the skin lesions within 3-4 months was observed. At present, the patient takes the drug at a dose of 10 mg/day (6 months) showing marked improvement (she presents lesions only on her palms) and is being followed in the outpatient clinic.
A typical clinical pattern of lichen nitidus is characterized by the presence of numerous shiny papules which may appear in a variety of shades, from fleshy pink to dark brown, whereas within dark skin they appear as light spots [3, 4] . The papules are 1-2 mm in diameter. Skin lesions are usually not accompanied by any additional symptoms with a sporadic exception of mild pruritus. According to some authors, the Koebner's phenomenon is a constitutive feature of lichen nitidus [5] . On the other hand, there are reports of numerous cases with no observable Koebner's phenomenon [5] . Similarly, in the case of our patient, Koebner's phenomenon did not appear.
Typically, the lesions are localized within a more restricted area and usually within the genitalia, the neck and forearms. The papules do not show a tendency to coalesce. However, occasionally cases of lichen nitidus presenting as a generalized form of the disease have also been reported [3] [4] [5] [6] [7] [8] [9] [10] [11] . Only rarely the disease involves hands and feet [12] . There were only few cases published, where the nails were affected showing a distortion with longitudinal furrowing [11, 13] . Lesions on the mucosa of the oral cavity in the form of flat, greyish papules were sporadically reported [11] . Clinical observation revealed that in our patient, lesions were spread on the trunk and limbs, and she also presented symptoms in less typical localizations such as the palms, nail plates and oral mucosa.
Although the aetiology of lichen nitidus remains unknown, the genetic factors have been implied in the lit-erature. The hypothesis is based on cases in which lichen nitidus was familial [6] . Speculations have been made that the lesions may correlate with Crohn disease and Down syndrome and that they may appear after tattooing [3, 14, 15] . The disease is most common in children and young adults of both sexes, though cases of older patients have also been reported. Importantly, we could not identify any triggering factor in our patient.
The histopathological picture of lichen nitidus is characteristic in both early and fully developed lesions. The most striking feature is dense lichenoid infiltrate filling the space of one to five dermal papillae. The infiltrate is embraced by elongated neighbouring rete ridges and comes closely to the epidermis obscuring the dermoepidermal junction. The overlying epidermis is thinned with thickened parakeratotic horny layer and hydropic degeneration of basal keratinocytes. The cytoid bodies are frequently seen. In the early stages the infiltrate is composed mostly of the lymphocytes, while in later ones [16, 17] .
Some authors suggest that lichen nitidus can have the form of lichen planus. It is worth noting, however, that the picture of inflammatory infiltrate in each of the two types of disease is different, thus pointing to different underlying immune mechanisms. Specifically, lichen nitidus is characterized by the presence of detectable non-uniform population of inflammatory cells with granuloma formation in later stages, in contrast to lichen planus in which the microscopic picture is more uniform, showing the majority of lymphocytes within infiltrate, mostly T helper cells (CD4+) [18] . Both in lichen planus and in lichen nitidus, the histopathological examination typically reveals not only inflammatory changes, but also the picture of ball claw in which infiltrating stratum spinosum penetrates the papillary layer of the skin. In addition, the thinning of the epidermis may also be observed in both [4] . The surface of the papules in both diseases is hyperkeratotic, and also parakeratotic in lichen nitidus while orthokeratotic in lichen planus.
It is not necessary to treat circumscribed forms of lichen nitidus as the symptoms subside within a period from a month to a year. Indications for treatment exist only in chronic, persistent, and generalized forms of the disease, especially if accompanied by itching. Therapeutic options include topical and systemic therapy with corticosteroids. Our patient was treated first with topical drugs which did not lead to any improvement. For this reason, treatment with methylprednisolone was initiated at a dose of 16 mg/day and it was tapered and continued for two months. Many clinicians reported that the administration of the topical form of tacrolimus was found to be effective. Also, the use of acitretin leads to good results when the hands and feet are affected [12] . It has been widely demonstrated that phototherapy is the most beneficial treatment in the generalized form of lichen nitidus. Sunlight, as a natural treatment option, has been empirically shown to be effective [15] . Children and adults respond very well to the therapy by means of narrow UVB rays [4, 8] . Photochemotherapy (PUVA) is yet another possibility for lichen nitidus. The method has been found effective both in generalized forms of lichen nitidus [5] and in those involving the upper and lower extremities [1] . The long distance from residence to the outpatient clinic made the phototherapy not feasible for our patient. That is why the acitretin was started at an initial dose of 50 mg/day. Marked improvement was seen within 3-4 months. The antagonists of H1 receptor are still another method that can be applied in systemic therapy of lichen nitidus.
It has to be emphasized that it is difficult to evaluate the results of the particular treatment methods for lichen nitidus because of the tendency of the disease to spontaneous regression. What is of note regarding the treatment is that there are no randomized controlled trials to asses effectiveness of different forms of treatment.
We present our patient because of the rarity of the generalized form of lichen nitidus with palm involvement in adulthood. Additionally we would like to stress the effectiveness of acitretin in such cases.
